As research into the long-term sequelae of child abuse has burgeoned over the past decade, researchers have used a variety of psychometric tools to assess the apparent effects of childhood trauma. Findings from these studies have varied considerably, in part, as a result of the wide diversity of measures (varying in reliability) that have been used. Although, in general, it has been accepted that abuse during childhood is linked to significant difficulties in functioning during adulthood (Beitchman et al., 1992; Neumann, Houskamp, Pollock, & Briere, 1996) , some of the most widely used and accepted tools of psychological or psychiatric measurement may not be the most useful for assessing the effects of child abuse (Elliott, 1994) . The lack of adequate tools available for the assessment of abuse-specific symptoms has hindered the advancement of our knowledge in this area.
As research into the long-term sequelae of child abuse has burgeoned over the past decade, researchers have used a variety of psychometric tools to assess the apparent effects of childhood trauma. Findings from these studies have varied considerably, in part, as a result of the wide diversity of measures (varying in reliability) that have been used. Although, in general, it has been accepted that abuse during childhood is linked to significant difficulties in functioning during adulthood (Beitchman et al., 1992; Neumann, Houskamp, Pollock, & Briere, 1996) , some of the most widely used and accepted tools of psychological or psychiatric measurement may not be the most useful for assessing the effects of child abuse (Elliott, 1994) . The lack of adequate tools available for the assessment of abuse-specific symptoms has hindered the advancement of our knowledge in this area.
The Trauma Symptom Inventory (TSI) (Briere, 1995) was designed to address the lack of appropriate assessment tools for use in research and clinical practice with survivors of various forms of trauma. The TSI has its roots in the Trauma Symptom Checklist (TSC-33/40) (Briere & Runtz, 1989) , which originally was developed to assess child abuse-related symptoms present in adult survivors. Substantial revision and expansion of the earlier scale has resulted in a psychometrically validated instrument that can be used to assess trauma-specific symptomatology in individuals who have experienced a wide range of traumas occurring across the life span. In the standardization sample, the TSI predicted self-reported interpersonal trauma in childhood or adulthood beyond the variance accounted for by two other trauma-related scales (i.e., the Impact of Event Scale [IES] and Symptom Checklist [SCL] ) and by the Brief Symptom Inventory (BSI), which is a more generic measure of psychological symptoms (Briere, 1995) . In addition, in using the TSI to predict post-traumatic stress disorder (PTSD) symptoms (as assessed by the Impact of Events scale [IES] and Los Angeles Symptom scale [LASC] ) for those within the standardization sample who had reported a traumatic life experience, the TSI was 96% accurate in correctly predicting true positive cases and 91% accurate in predicting true negative cases (Briere, 1995) .
Based on Briere's (1995) model of post-traumatic responses, the TSI assesses trauma-related symptoms in three primary areas: post-traumatic stress, selffunctions, and disturbance of mood. The measure is composed of 100 symptom items that make up 10 clinical scales and 3 validity scales. The clinical scales are as follows: Anxious Arousal (AA), Depression (D), Anger/Irritability (AI), Intrusive Experiences (IE), Defensive Avoidance (DA), Dissociation (DIS), Sexual Concerns (SC), Dysfunctional Sexual Behavior (DSB), Impaired Self-Reference (ISR), and Tension Reduction Behavior (TRB). In addition, 3 validity scales (Atypical Response [ATR] , Inconsistent Response [INC] , and Response Level [RL] ) were developed to assist in the identification of invalid profiles. Although the content of many of the scales (e.g., depression, sexual concerns, etc.) is self-evident, a brief description of some of the less transparent scales follows: ISR measures "a variety of difficulties associated with an inadequate sense of self and personal identity" (p. 14); TRB involves a "tendency to externalize distress through suicidality, aggression, self-mutilation" (p. 14); DSB refers to problematic sexual behavior (e.g., indiscriminate sexual contact), whereas SC reflects sexual dissatisfaction and confusion or shame related to sexual activity; both IE (e.g., nightmares, intrusive thoughts or feelings) and DA (e.g., avoidance of "aversive internal experiences," p. 13) reflect central aspects of PTSD. The TSI clinical scales have demonstrated acceptable internal consistency across a variety of samples (e.g., alpha = .74 to .91 in the standardization sample; Briere, 1995) . Similarly, within two samples of university students, a mean alpha of .84 was found for the clinical scales (Demaré & Briere, 1996; Smiljanich & Briere, 1993) .
In the development of the TSI, a confirmatory factor analysis was conducted on the 10 clinical scales within the standardization sample, to investigate the nature of the underlying structure of the TSI. This analysis confirmed that the data were consistent with the three-factor model of trauma that was proposed by Briere (1995) . The three factors, Trauma, Self, and Dysphoria, are intercorrelated, and each shares at least one scale with another factor. In order of decreasing magnitude of the factor loadings, the factors are composed as follows: Trauma comprises IE, DA, DIS, and ISR; Self is made up of TRB, DSB, SC, AI, and ISR; and Dysphoria includes AA, D, and AI. Although these factors were presented by Briere, no further data on the factors appear in the TSI manual, and it appears that no additional data on the factors have been published.
In the original TSI standardization study, 836 community women and men were randomly sampled from representative areas of the United States. In that sample, elevated scores on the TSI were associated with four types of trauma experiences: adult interpersonal violence, adult disaster, childhood interpersonal violence, and childhood disaster (Briere, 1995) . Similar findings have been reported within clinical samples. In an examination of 370 psychiatric inpatients and psychotherapy outpatients, sexual and physical victimization in adulthood and childhood were each predictive of symptomatology on the TSI (Briere, Elliott, Harris, & Cotman, 1995) . In addition, scores on all 10 TSI scales have been found to be predictive of PTSD, and scores on the TSI scales that reflect self-related difficulties (i.e., TRB, DSB, SC, AI, and ISR) are predictive of Borderline Personality Disorder (Briere, 1995) .
Two recent studies have used the TSI to assess trauma-related symptoms among university students. For example, Demaré and Briere (1996) studied more than 1,200 university students and determined that scores on the TSI were associated with both sexual and physical abuse in childhood for both men and women. In a smaller study that also examined the effects of trauma in both genders (Smiljanich & Briere, 1993) , TSI scores were found to be associated with child sexual abuse (CSA) but not with child physical abuse (CPA). In both of these studies, although the TSI has been shown to be related to a history of child abuse in university students, the magnitude of the TSI scores associated with CSA are lower than those reported for either a clinical sample or the standardization sample (Briere, 1995) .
The TSI appears to be a very promising instrument for the assessment of the psychological correlates of trauma; however, few studies using this scale have been published at the present time, and to our knowledge, no samples of populations from outside the United States have appeared in the published literature. This study used a sample of women from a midsize western Canadian city to assess the reliability and validity of the TSI. This study assesses the relationship between two forms of child maltreatment and scores on the TSI and also presents reliability and validity data of the TSI for this student population of women. In addition, data are presented using the three-factor model proposed by Briere (1995) .
METHOD

Participants and Procedures
Participants in this study were 775 adult women who were enrolled in a first-year psychology course at the University of Victoria (in British Columbia, Canada); all subjects received partial course credit for their participation in the study. The data from this study came from a larger project that involved the completion of a 20-page paper-and-pencil survey in groups of about 20 to 30 women. The survey took about 75 minutes to complete and was presented as a study of women's health concerns. Participants were informed that the study would include questions that "may be viewed as sensitive in nature" and that they were free to discontinue the study (or to leave questions blank) without risk of losing course credit. No one chose to leave the study early. Of the 784 questionnaires that were initially returned, 10 (1.3%) were not included in the study due to questionable validity of the responses that resulted from vague or incomplete data provided on the abuse questions or a lack of proficiency in the English language (the latter involved one questionnaire only). This resulted in a final sample of 775 subjects.
The mean age of the participants was 19.9 years (SD = 4.7; range = 17 to 56 years); more than 90% of the women were 25 years of age or younger. Of the women, 93% described themselves as currently unmarried, 6% were married or cohabiting, and 2% were separated or divorced. Most of the women (89%) were in their first or second year of university studies, and most (51%) identified their field of study as social sciences or education. In general, the ethnic/racial background of students in the classes that were sampled included the following: 85% European descent; 12% Asian, African, or East Indian descent; and about 2% First Nations people.
1 The average participant came from a middle-class family (i.e., family of origin income of about US$34,500 to US$46,000).
MEASURES
Participants completed a series of demographic questions (e.g., marital status, age, family income), questions about child sexual and physical maltreatment, the TSI (Briere, 1995) , and other measures of behavior and adjustment (e.g., general health symptoms, stressful life experiences, and sexual experiences) that were potentially related to the TSI.
Child Maltreatment
CSA. CSA was defined as pressured or forced sexual contact occurring prior to age 18 that was viewed by the woman as sexual abuse.
2 If a woman did not view her early sexual experience as sexual abuse, it was still classified as CSA if (a) she had been 13 years or younger and the other person had been either 18 years or older or in a position of trust, or (b) she had been 13 years of age or younger and the other person was not an adult but was a family member and the sexual contact was of long duration and/or involved intercourse or attempted intercourse.
Participants responded to six items (with a 6-point frequency scale of not applicable to more than 20 times) about sexual behaviors occurring during childhood (e.g., "intercourse," "someone touching or fondling the sexual parts of your body"). Detailed questions followed, which explored the nature of the CSA experience (i.e., age of onset, relationship to offender, disclosure, etc.). A scale of CSA severity was devised by arranging the six items into three categories that represented the highest level of severity of CSA experienced: (a) Level 1 = fondling the other person or being fondled, (b) Level 2 = intercourse or attempted intercourse, and (c) Level 3 = multiple perpetrators during the same CSA incident. Each of the two highest levels also included any behaviors occurring that were included in the level or levels below it (i.e., Level 3 also included Levels 2 and 1; Level 2 also included Level 1 behaviors).
Child physical maltreatment (CPM)
. CPM involved physical punishment (beyond relatively mild physical punishment such as occasional spanking or being slapped once or twice) or other physical violence that was experienced prior to age 18.
3 CPM was assessed through the use of a modified version of the Physical Maltreatment scale (PHY) scale developed by Briere and Runtz (1988) . The current version of the scale included seven items (e.g., being slapped, being hit with an object, being kicked, etc.) and used a 6-point frequency scale ranging from not applicable to more than 20 times. Detailed questions followed, which explored the nature of the CPM experience (e.g., identity of perpetrator, age of onset, duration, etc.).
CPM severity was determined by identifying the most extreme level of behavior experienced (taking into account both the severity and frequency of the behaviors) as follows: (a) mild CPM 4 = being spanked more than 20 times, or being slapped, pushed, or hit with an object 3 to 5 times; (b) mild to moderate CPM = being slapped, pushed, or hit with an object 6 to 20 times, or being kicked or punched 1 to 5 times; (c) moderate CPM = being slapped, pushed, or hit with an object more than 20 times or being kicked or punched 6 to 10 times; and (d) moderate to severe CPM = being kicked or punched 11 to more than 20 times. Similar to CSA severity, each level of CPM severity also included any behaviors that were included in the level or levels below it (e.g., the categories of mild to moderate CPM through moderate to severe CPM also included any level of spanking that occurred).
Measures of Behavior and Adjustment
General health symptoms. This checklist of 54 physical health symptoms was developed for a separate study to assess the frequency of recent health-related con-cerns. The scale was based on the structure of the Psychosomatic Symptom Checklist (PSC) (Attanasio, Andrasik, Blanchard, & Arena, 1984) and includes 15 items from that scale. Items include symptoms such as abdominal pain, backaches, headaches, weakness, pelvic pain, eczema, and so on, occurring in the past 6 months. Frequency of occurrence of these symptoms was measured on a 6-point scale ranging from not experienced to occurs daily. Internal consistency reliability for the total scale was strong (Cronbach's alpha = .92).
Life Experiences Survey (LES).
The LES is a 57-item scale that was developed by Sarason, Johnson, and Seigel (1978) as a measure of potentially stressful major life events (e.g., new job, change of residence, personal illness or injury) occurring within the past year. The LES has been found to have adequate reliability (6-week test-retest reliability ranged from .56 to .88 for the negative and total change scores) and validity. The negative change score has been found to correlate with anxiety and depression (e.g., r = .24 to .46 with anxiety; Sarason et al., 1978) . Some of the items of the scale were modified for the larger study, resulting in a total of 54 items in the final version. The total number of life experiences was the variable of interest for this study. In addition, the relationships of specific items from the survey (e.g., sexual difficulties in the past year) to scales of the TSI were examined individually. Cohen, Kamarck, and Mermelstein (1983) developed the PSS as a measure of individuals' appraisal of their global level of stress; this contrasts with related measures that have focussed on specific life events. The scale is composed of 14 items on a 5-point scale (ranging from 0 [never] to 4 [very often]) that are related to perceptions of stress occurring during the past month (e.g., "In the past month, how often have you felt nervous and 'stressed'?"). The PSS has acceptable reliability (alpha = .84 to .86) and has been found to correlate with depression, anxiety, and psychosomatic symptoms (e.g., r = .65 to .76 with depression; Cohen et al., 1983; Pbert, Doerfler, & DeCosimo, 1992) . Kohn and Macdonald (1992) developed the SRLE as a 51-item scale for assessing daily "hassles" (e.g., lack of privacy, a lot of responsibilities, conflicts with friends). Hassles are the minor "irritants or stressors" that are experienced more commonly than are many of the major life events assessed by life events scales. The total score (ranging from 51 to 204) represents the extent to which a variety of daily hassles have been a part of the individual's life in the past month. The survey uses a 4-point scale ranging from 1 (not at all part of my life) to 4 (very much part of my life). The SRLE has good reliability (alpha = .92) and is moderately correlated (r = .57) with the PSS (Kohn & Macdonald, 1992) .
The Perceived Stress Scale (PSS).
Survey of Recent Life Experiences (SRLE).
RESULTS
Child Maltreatment
Of the 775 women included in this study, 143 (18.5%) reported a history of CSA and 153 (19.7%) reported a history of CPM prior to age 18; overlapping these two groups of maltreated women were 53 participants (6.8% of the total sample) who had experienced both CSA and CPM. A total of 532 women (68.6%) did not report any maltreatment. Of the 243 women (31.4% of the total sample) who met criteria for either type of maltreatment, 63% had experienced CPM and 58.8% had experienced CSA; almost one quarter of the maltreated sample (21.8%) had experienced both forms of maltreatment.
CSA. Of the 143 women who met criteria for CSA, 50 women (35% of the CSA group) indicated that they had been sexually abused by a family member: 14 (10% of CSA) by a father or stepfather, 11 (7.7%) by other adult male relatives, and the rest by other relatives under age 18 (e.g., 8.4% by a cousin, 7% by a brother or stepbrother, 2% by an uncle under Age 18, and 1% by a sister). Ninety-three women (65% of the CSA group) had been sexually abused by someone outside of the family: 35 (24.5% of CSA) by friends, babysitters, or neighbors who were under age 18; 31 (21.7%) by known adult males (e.g., teachers, family friends, etc.); 17 (11.9%) by a boyfriend; and 10 (7%) by strangers. Although the average duration of the CSA was 1.3 years (SD = 2.5), for 15% of the sexually abused women, the duration of the abuse ranged from 2 to 14 years. However, for many of the women, the sexual abuse occurred with relative infrequency (e.g., with regard to the most commonly experienced CSA behavior, 50.4% of the women experienced being touched sexually on five or fewer occasions). The average age of the victim at the time of onset of the abuse was 9.7 years (SD = 4.2), and the average age of the offender was 24.7 years (SD = 16.8). Regarding CSA severity, for 74 women (51.7%), being fondled or being made to fondle the offender was the most severe CSA experienced; for 54 women (37.8%), the most severe level of CSA involved intercourse or attempted intercourse; and for 10 women (7.0%), the most severe CSA involved multiple perpetrators at one time. Most women (98.5%; n = 137) defined their experience as sexual abuse; the majority (84.6%; n = 121) had previously disclosed their abuse, and 28.0% (n = 40) had sought counseling to help them understand their sexual abuse experience.
CPM. Among the 153 women who had experienced CPM, most of the physical maltreatment occurred at the hands of a family member (87%): fathers or stepfathers were the main perpetrators of CPM for 63 women (41.2% of CPM), followed by mothers or stepmothers (n = 56; 36.6%), and siblings (n = 14; 9.2%). Other identified perpetrators of CPM included boyfriends (n = 10; 6.5%), peers (n = 4; 2.6%), and strangers (n = 3; 2.0%). The average age of the victim at the onset of the maltreatment was 7.9 years (SD = 4.8), and the average age of the offender was 30.5 years (SD = 11.5). In 66.2% of cases, the maltreatment began prior to age 10, and in 79.0% of cases, the perpetrator was 18 years of age or older. Only 19.1% of the maltreatment occurred over a period of less than 1 year, and the average duration of the CPM was 6.8 years (SD = 4.9). For 25 of the physically maltreated women (16.3%), the most severe CPM experienced involved mild CPM (being spanked more than 20 times or being slapped, pushed, or hit with an object 3 to 5 times). For 22 women (14.4%), the most severe CPM experienced entailed mild to moderate CPM (i.e., being slapped, pushed, or hit with an object 6 to 20 times or being kicked or punched 1 to 5 times). The most common level of CPM, which occurred for 93 (60.8%) of the physically maltreated women, involved moderate CPM (being slapped, pushed, or hit with an object more than 20 times or being kicked or punched 6 to 10 times). Moderate to severe CPM was the least common level of CPM experienced: 13 women (8.5%) experienced being kicked or punched from 11 to more than 20 times. Of the maltreated women, 73% (n = 111) defined their experience as physical abuse, and 22.2% (n = 34) had sought counseling to help them understand their CPM experience.
TSI Scale Data
TSI scale reliability. The internal consistency reliabilities (Cronbach's alpha) for the TSI clinical scales were moderate to very good: AA (α = .80), D (α = .90), AI (α = .88), IE (α = .87), DA (α = .89), DIS (α = .81), SC (α = .80), DSB (α = .81), ISR (α = .83), and TRB (α = .64). The average Cronbach alpha across the 10 scales was .82. The internal consistency reliabilities for two of the validity scales were ATR (α = .69) and RL (α = .60).
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Correlations between TSI scales. Intercorrelations among the 10 clinical scales ranged from r = .29 (between DSB and AA, and DSB and AI) to r = .74 (between IE and DA), with a mean intercorrelation of r = .51 (all correlations were significant at p < .001, N = 771). See Table 1 for the correlations among the clinical scales.
TSI validity scales and child maltreatment. The Inconsistent Response (INC) scale was uncorrelated with either sexual or physical maltreatment, and Response Level (RL) was unrelated to sexual abuse. Although CPM was significantly correlated (p < .05) with Atypical Response (ATR) and RL, and CSA was correlated with ATR, the magnitude of these correlations was small (r = .16, -.08, and .10, respectively).
Convergent validity.
Pearson correlations were calculated between the TSI clinical scales and a number of related measures of stress, behavior, and health. All of the TSI scales were significantly correlated (p < .001) with the following: general health symptoms (rs ranged from .26 for DSB to .48 for AA), the number of stressful life events experienced in the past year (LES; rs ranged from .16 for AA to .30 for IE), daily hassles occurring during the past month (SRLE; rs ranged from .29 for DSB to .56 for ISR), and the amount of perceived stress experienced during the past month (PSS; rs ranged from .22 for DSB to .45 for ISR). The mean correlations between the TSI scales and the above measures were the following: general health, r = .37; LES, r = .23; SRLE, r = .47; PSS, r = .34.
Higher TSI scores (on all scales except AA and AI) were evident for women who had sought counseling for CSA but not for those who had sought counseling for CPM. The amount of CSA-related stress reported by the women was associated with all TSI scales except AA, AI, and DIS; such stress was related most strongly to higher DA scores. Perceiving oneself as a victim of sexual abuse was associated only with DA, while seeing oneself as a victim of physical abuse was unrelated to symptom scores.
A number of variables related to sexual behavior and experiences were also related to the relevant TSI scales. Higher scores on all 10 scales were associated with an earlier age of first sexual intercourse (rs ranged from -.10 for DIS to -.24 for DSB; p < .001).
6
Whether a woman had ever had sexual intercourse was associated with higher DSB and TRB scores, whereas never having had sexual intercourse was related to higher ISR and AA scores (the correlations for the latter three TSI scales, although significant, were small in magnitude). Currently being sexually active was related to DSB, and women who were not currently sexually active had higher scores on ISR, DIS, AA, and D (although all statistically significant correlations for the latter four variables were small, i.e., ≤ .15). Experiencing sexual difficulties during the past year was related to both DSB and SC. Al-though having sexual difficulties was also significantly correlated with IE, ISR, and TRB, the magnitude of these relationships was small (r ≤ .13). See Table 2 for a detailed report of these correlations.
Child Maltreatment and TSI Clinical Scales
A multivariate analysis of covariance (MANCOVA) was conducted comparing CSA and CPM on the 10 TSI clinical scales. Age was used as a covariate in this analysis, as younger women were found to have significantly higher scores on all of the TSI scales. Although there was no significant interaction between CSA and CPM, there were significant main effects for both CSA, F (10, 756) = 4.39, p < .001, and CPM, F (10, 756) = 3.91, p < .001, as well as for the covariate, age, F (10, 756) = 3.65, p < .001. Subsequent univariate analyses indicated significant relationships between CSA and 6 of the 10 TSI scales (all but AA, AI, DIS, and ISR) as well as between CPM and all 10 TSI scales.
7 See Table 3 .
Relationship Between CSA Characteristics, TSI Factors, and TSI Clinical Scales
Correlation analyses. Pearson correlations were calculated for 143 women on a number of variables associated with women's CSA experiences in relation to the three factors that Briere (1995) described for the TSI (Dysphoria, Self, and Trauma). Five variables were significantly related to higher scores on all three factors: duration of abuse, severity of abuse, frequency of intercourse or attempted intercourse, CSA by multiple perpetrators (at the same time), and revictimization (i.e., total number of independent CSA experiences). Frequency of CSA was associated with elevations on the Self and Trauma factors but not with Dysphoria (see Table 4 scales) included the following: age of the perpetrator, age of the victim at the end of the abuse, age difference between victim and perpetrator, whether the perpetrator was a family member, whether the victim ever told anyone about the abuse, and (if she did disclose) the age at which she first told someone about the CSA. Being older when the sexual abuse first began was related to higher SC scores (r = -.17, p = .05) but not to any of the three factors.
Multiple regression (MR) analyses. MR analyses were conducted for 128 sexually abused women regressing each of the 10 scales of the TSI on five of the most potentially relevant CSA characteristics: duration, frequency, and severity of the abuse; intrafamilial CSA; and revictimization. Variables were selected for these analyses on the basis of the correlational findings as well as from indications from the literature. 8 The multivariate analyses determined that the CSA characteristics were significantly related to all 10 TSI scales. Post hoc univariate analyses indicated that the CSA characteristics were related to the individual TSI scales as follows: Greater CSA severity was associated with AA, AI, DA, IE, and ISR; revictimization was related to higher DIS, DSB, ISR, SC, and TRB scores; and intrafamilial CSA was linked to higher TRB scores (see Table 5 ).
Relationship Between CPM Characteristics, TSI Factors, and TSI Clinical Scales
Correlation analyses. Pearson correlations were calculated (n = 150) for a number of salient characteristics of CPM in relation to the three factors of the TSI (Dysphoria, Self, and Trauma). Significant correlations appeared between Trauma and higher frequency of spanking, being slapped, and being hit with an object as well as between Trauma and the overall frequency of CPM experienced (i.e., total frequency across all seven CPM items). Experiencing both CPM and CSA was linked to higher Trauma scores. Frequency of being slapped was also related to the other two factors (see Table 4 ). Variables that were unrelated to the TSI factors (or to the 10 subscales) in- n.s. .15* NOTE: CSA, n = 143; CPM, n = 150. Dysphoria = AA, D, and AI; Self = ISR, SC, DSB, TRB, and AI; Trauma = IE, DA, DIS, and ISR. CSA/CPM characteristics: multiple perpetrators = multiple perpetrators at the same time (yes/no), frequency (overall) = total frequency of CSA across 6 items or CPM across 7 items, intercourse (or attempted) = frequency of intercourse or attempted intercourse, revictimization = total number of separate CSA events/offenders. *Significant at p ≤ .05. **Significant at p ≤ .01. a. CPM and CSA both occurring in childhood (for this correlation analysis, n = 243).
cluded the following: overall severity of CPM; age at the beginning of the CPM; being punched, kicked, or pushed; CPM by a parent; age of the perpetrator; multiple perpetrators at one time; and the number of people who had ever physically abused the individual as a child. Although not related to any of the three factors, greater duration of CPM was related to higher SC (r = .19, p = .03), and an older age at the end of the CPM was associated with higher TRB scores (r = .18, p = .03).
MR analyses. MR analyses were conducted for 126 physically maltreated women regressing each of the 10 TSI scales on three of the most potentially relevant CPM characteristics: CPM severity, frequency, and duration. These variables were selected on the basis of the correlational findings reported above as well as through indications from the literature. From the 10 MR analyses conducted, CPM characteristics were found to be significantly related to only IE, F (3,127) = 3.61, p =.02; R 2 = .08. The univariate analyses indicated that this relationship was accounted for solely by CPM frequency (β = .31, p = .002).
DISCUSSION
This study provides additional evidence for the reliability and validity of the TSI as an instrument of use in the assessment of trauma-related symptoms in previously victimized university women. The internal consistency reliabilities for the clinical scales of the TSI are strong (all reliabilities were above alpha = .80, except TRB) and are consistent with the values reported in the TSI manual (Briere, 1995) . That the TRB scale appears to have slightly lower reliability than the other TSI scales, particularly within student samples, has been demonstrated in some (e.g., Smiljanich & Briere, 1993) but not all (e.g., Demaré & Briere, 1996 ) similar samples.
With regard to convergent validity, the scales of the TSI show predictable patterns of relationships with other psychological and behavioral measures. As might be expected, the TSI scales that focus on sexual concerns and behaviors (i.e., SC and DSB) are most strongly associated with other related measures of sexual behavior, yet the two TSI scales are clearly not identical. A younger age at the time of first sexual intercourse is equally related to both scales indicating sexual problems, even among those women who did not experience sexual abuse or sexual abuse that involved intercourse. Those individuals who are currently sexually active and those who have had sexual intercourse tend to report higher levels of dysfunctional sexual behavior (i.e., DSB) yet do not report having sexual concerns. As an indication of concerns over sexual problems rather than a reflection of actual sexual behaviors, sexual problems occurring during the past year are linked to higher scores on the SC scale (and to a lesser extent, to DSB as well). These findings are similar to those reported by Briere (1995) , who also found that SC and DSB could be distinguished by their primary associations with either sexual concerns or sexual behaviors, respectively. Similar predictable patterns are seen with three different measures of life stress and the measure of physical health symptoms. Specifically, women who report greater physical symptoms, a greater number of stressful life events in the past year, higher perceived stress in the past month, and greater stress from daily hassles also endorse significantly higher levels of psychological symptoms in all of the areas addressed by the TSI. Both physical health problems and perceived stress tend to be most strongly associated with the more general psychological symptoms measured by the TSI such as anxiety, depression, and anger/irritability, and are less likely to be related to more specific sexual concerns and behaviors. In particular, perceived stress has one of its highest correlations with depression in this sample; this was also found by Cohen et al. (1983) who determined that there was both overlap between the PSS and depression as well as independent relationships between these two variables. As might be expected, the number of stressful life events experienced in the past year is most strongly associated with higher levels of PTSD-related symptoms, such as intrusive experi- ences and defensive avoidance. These findings indicate that the scales of the TSI seem to be adequately measuring the constructs that they were initially intended to assess. As would be expected for a set of scales that is sensitive to the effects of trauma, TSI scores tend to be higher among women who rate their experience of sexual abuse as having been particularly stressful. Similarly, those women who have participated in sexual abuse-related counseling show a wide variety of symptoms on the TSI, indicating greater distress than sexually abused women who have not sought counseling. However, those who have received counseling for physical abuse (who were also fewer in number than the comparable CSA group) do not show higher levels of symptoms than those without counseling. This could be a function of society's tendency to accept the physical discipline of children as a normative experience, and therefore, it may not be a common presenting problem for those engaging in psychotherapy. Among the sexually abused women, dysfunctional sexual behavior is most strongly linked to having been in counseling for sexual abuse, perhaps indicating that these problematic sexual behaviors are particularly distressing for these women who may view this behavior as directly related to their history of sexual abuse. It is interesting to note that although having had counseling for sexual abuse is related to greater symptoms, defining one's experience as sexual abuse is much less relevant to levels of distress; viewing one's childhood maltreatment as physical abuse was not at all relevant to symptom level. These findings suggest that the use of valid objective criteria for defining child maltreatment and abuse may be preferable to the use of only subjectively defined child abuse within research on child maltreatment.
As expected, because the TSI is an instrument that is intended to assess symptoms related to traumatic events, TSI symptom scores are related to a history of CSA and CPM. Both forms of maltreatment are linked with greater depression, PTSD symptoms, sexual problems, and the externalization of distress through potentially destructive behaviors (i.e., TRB). Consistent with previous studies of sexually abused women (Briere, 1995; Briere et al., 1995; Demaré & Briere, 1996; Smiljanich & Briere, 1993) , childhood sexual abuse is associated with elevated scores on most of the scales of the TSI: all but anxious arousal, anger/irritability, dissociation, and impaired self-reference. This is consistent with findings derived from a metaanalysis of sexual abuse studies that indicated that traumatic stress responses are more strongly associated with sexual abuse than are either anxiety or anger (Neumann et al., 1996) . The lack of a relationship between sexual abuse and dissociation was not expected, as CSA has been linked to dissociative symptoms in a number of studies (e.g., Briere et al., 1995; Briere & Runtz, 1990; Chu & Dill, 1990; Demaré & Briere, 1996) , although Smiljanich and Briere (1993) also did not find evidence of such a relationship.
The relationship between CPM and the TSI within university samples has not previously been firmly established; of the two available unpublished studies, one showed a relationship between physical maltreatment and TSI scores (Demaré & Briere, 1996) , yet the other did not (Smiljanich & Briere, 1993) . The fact that the current study found that CPM was linked to all 10 of the TSI symptom scales suggests that the disagreement among findings from previous studies could be due either to specific sample variations or to differences in defining and measuring CPM. The current findings support Briere's (1997) assertion that the TSI is sensitive to a variety of early trauma experiences and not only to sexual abuse. In addition, even the relatively milder forms of physical maltreatment as found in this sample (not just severe physical abuse) demonstrate significant relationships with psychological symptoms.
Although both types of child maltreatment are related to many of the TSI scales, patterns of adult symptoms vary somewhat according to the type of maltreatment experienced. For instance, physical maltreatment but not sexual abuse is associated with greater anxiety, dissociation, problems with anger and irritability, and impaired self-reference, although the latter showed a nonsignificant trend toward a relationship with sexual abuse. The relationship between these variables and CPM has been demonstrated by some researchers (e.g., Briere et al., 1995) but not by others (e.g., Smiljanich & Briere, 1993) . Although both SC and DSB are significantly related to both types of child maltreatment, sexual abuse appears to be more strongly linked to dysfunctional sexual behaviors (e.g., indiscriminate sexual contact and getting into trouble because of one's sexual behavior), whereas those with a history of physical maltreatment are more likely to report sexual problems and worries about their sexuality. This differs from other findings that indicate that physical abuse is not related to SC or DSB (i.e., Briere et al., 1995; Smiljanich & Briere, 1993) .
The extent of overlap in the sequelae of both sexual and physical maltreatment suggests that child maltreatment in general may have an overall negative effect on psychological well-being that includes both trauma responses and depression. In addition to this general effect, sexual abuse appears to contribute somewhat more toward externalizing (and often self-destructive) behaviors such as sexual risk taking, selfharm, aggression, and suicide attempts, whereas physical maltreatment alone contributes to greater anger and irritability, dissociation, and anxiety. This provides support for the earlier findings of Briere and Runtz (1990) who demonstrated both generalized effects of child abuse as well as abuse-specific effects such as relationships between CSA and dysfunctional sexual behavior, and between CPM and anger/ aggression. As has been reported by other researchers (e.g., Briere & Runtz, 1989) , experiencing physical and sexual maltreatment together in childhood may also be linked to greater symptoms: in this case, to greater post-traumatic stress symptoms.
It is not only that one has experienced childhood maltreatment that is important; the severity and extent of the maltreatment experienced is also associated with particular patterns of symptoms. It is not surprising that certain aspects of both types of maltreatment (e.g., higher frequency of abusive experiences) are associated with higher Trauma scores (which include intrusive, avoidant, and dissociative symptoms as well as identity concerns). For sexual abuse, it is the severity and duration of the abuse as well as revictimization and group assaults that appear to have the strongest link to later symptoms; for physical maltreatment, it is the frequency of the maltreatment (of even low-level severity behaviors such as being spanked or slapped) that appears to be most important with regard to later psychological difficulties. Specifically, more severe sexual abuse is linked to PTSD symptoms, anxiety, anger/irritability, and identity problems, whereas abuse by a family member predicts externalization of distress. Sexual revictimization also appears to be highly detrimental, as it is predictive of greater dissociation, sexual problems, identity-related difficulties, and self-destructive behaviors. Overall, higher frequencies of physically abusive behaviors are related primarily to higher trauma scores, and being slapped by a parent is also a potentially harmful event with regard to dysphoric mood and self-related difficulties. The fact that other characteristics of physical maltreatment (such as the severity of the maltreatment, the age at which it occurred, and the identity of the perpetrator of the punishment or maltreatment) were not related to symptoms despite the otherwise strong overall relationship between CPM and symptoms suggests that, at least in this sample of relatively mild CPM, it is the experience (or lack of it) of being maltreated that seems to influence symptoms in adulthood.
Although these findings support the previous research on this promising scale of traumatic symptomatology and confirm its usefulness in this arena, a number of cautions about the present data should be noted. The nature of the sample used in this study is important because studies of university students may not be fully representative of the population of sexual and physical maltreatment victims in general. In comparison to the standardization sample, which may be more representative of the general population of the United States, student samples tend to be made up of younger individuals who generally report greater difficulties on many of the TSI scales (Briere, 1995) . This is apparent within the current study, wherein the overall means for all 10 TSI scales were higher by an average of .42 SD (ranging from .15 to .81) than those reported for "younger" females (age 18 to 54) in the standardization sample. The average symptom scores in the current sample are much more comparable to those reported by Smiljanich and Briere (1993) in the one other student sample that provided sample means on the TSI: The current means were actually lower for three scales (D, IE, and DA), and the remaining seven scales were higher by an average of .27 SD (range of .04 to .42). Therefore, both the younger age and use of students in the current study (although these two factors are obviously related) may account for the higher TSI means.
Despite these differences, student groups can be quite useful to study, as much of the literature on the long-term sequelae of child abuse has been conducted with similar groups of students, which allows for a comparison of the data to those studies. In addition, this type of sample provides a balance for many of the studies in this field, which have been conducted within clinical populations of women. Clinical groups tend to show higher levels of symptoms overall as well as demonstrate stronger relationships between CSA and psychological distress than can be demonstrated with student samples (Briere, 1995; Neumann et al., 1996) . That significant results can be found even in university samples highlights the importance of conducting research on the TSI across a variety of populations.
Although racial differences between the current sample and other studies of the TSI (primarily U.S. samples) might be considered as a possible source of the higher TSI means found here, the current sample has a higher proportion of Caucasians than the U.S. studies, and where there are differences in TSI scores, Caucasians tend to show lower means than either African Americans or Hispanics (Briere, 1995) . Due to the different ethnic and racial composition within Canada (versus the United States), further exploration of the role of race and ethnicity in relation to the TSI would be valuable in this country as well as in the United States. Victoria, British Columbia, Canada, and a 1998-1999 predoctoral 
